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COMPLAINT INVESTIGATION FORM 


If there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


FOR 'OFFICEUSE:ONLY, 


Date Received: Oth. L 10H Case Number: 2).-20 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veterinarian/CVT: Sara L. Ford 
Premise Name: Blue Pearl Veterinary Partners-Scottsdale 


Premise Address: 22595 North Scottsdale Rd, Suite #110 
City; Scottsdale State: AZ Lip Code: 85255 
Telephone: (480) 949-8001 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT®*: 
Name: Melanie Schmitt 


Addr 
city ae = stato — 


Home TelephoneliiEg 


Coty ed Cell Telephon 


*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C. PATIENT INFORMATION (1): 


Name: Gus 

Breed/Species: Miniature Schnauzer 

Age: 16 Sex: Male Color: Black/Silver 
PATIENT INFORMATION (2): 

Name: 

Breed/Species: 

Age: Sex: Coot: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


Sara L. Ford, 22595 North Scottsdale Rd., Scottsdale, AZ 85255, (480) 949-8001 
Antoinette R. Harris, 22595 North Scottsdale Rd., Scottsdale, AZ 85255, (480) 
949-8001 

Whit M. Church, 7823 W. Golden Ln., Peoria, AZ 85345, (480) 635-1110 


E. WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 


direct knowledge regarding this case. 


Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 


investigation of this case. es 


4 
Signature: LO Sp ue 
Date: _/) § dy Kone Doel 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant fo the complaint. This 
portion must be either typewritten or clearly printed in ink. 


| am filing this complaint against Dr. Sara Ford because over a three week period with 
veterinary visits and phone calls, she failed to correctly diagnose and treat my beloved 
dog, Gus, which ultimately led to his unexpected and untimely death. Below | have 
provided a brief overview of the timeline and events. Details of each veterinary visit and 
the associated laboratory, ultrasound, and x-ray results are in the attached files that 
were provided via email. On 10/01/2020, Gus started treatment with enalapril per 
recommendation from Dr. Whit Church after an echocardiogram. Due to adverse clinical 
symptoms, enalapril was discontinued on 10/07/2020. Follow-up laboratory results 
showed elevated BUN, SDMA, creatinine, low sodium:potassium ratio, and elevated 
liver enzymes. On 10/14/2020, Gus had an appointment with Dr. Ford and | expressed 
my concern and worry that Gus may be in kidney failure. She performed laboratory 
tests and an abdominal ultrasound, which showed elevated BUN, ALT, ALP, and 
electrolytes. Dr. Ford's primary diagnosis was "GI bleed" (she told me he had "ulcers") 
and she started him on treatment with sucralfate 250 mg/mL. She also changed some 
of his existing medications of prednisone to budesonide for the treatment of chronic IBD 
and famotidine to omeprazole for the treatment of gastric reflux. | was told to bring Gus 
back for a recheck in 2 weeks. Over the next several days, Gus continued to show 
further decline, no improvement to symptoms, and had increased lack of appetite, 
lethargy, vomiting, and also started to have bowel movement accidents in the house. 
On 10/19/2020, ! called Dr. Ford and spoke to a resident (Dr. Antoinette Harris) about 
Gus's lack of improvement. She recommended to give the budesonide treatment more 
time to be effective. She also added cerenia and mirtazapine to Gus's medications. On 
10/20/2020, | emailed Dr. Ford and Dr. Harris with an update on Gus and expressed my 
concern over his continued vomiting and not eating. | did not receive a response. On 
40/21/2020, | called Dr. Ford again and spoke to Dr. Harris about Gus's continual 
decline with no improvement. She added metronidazole to Gus's medications and 
agreed to stop budesonide and resume prednisone treatment. On 10/27/2020, | took 
Gus back to Dr. Ford for a recheck as scheduled. | told her that Gus was getting worse 
with lethargy, weakness, imbalance (leaning to one side), lack of appetite, and vomiting 
and | also noticed an increase in Gus's resting respiratory rate. | said that the 
medications she prescribed did not seem to be helping Gus get better. She performed 
repeat laboratory tests, which once again showed elevated BUN, BUN/urea, creatinine, 
ALT, ALP, and abnormal electrolytes. She also performed a chest x-ray, which showed 
a mass in his chest. Dr. Ford's diagnosis at this visit was continued GI bleed with 
anemia and she also recommended that Gus have a chest ultrasound and biopsy of the 
mass while under sedation. She further recommended that | consider cancer treatment 
options. | declined as | felt it would be unethical and inappropriate to put Gus through 
such an invasive procedure given his current ongoing and uncontrolled health issues, 
other co-morbidities, and his senior age of 16 years. | was extremely concerned about 
Gus's continual decline in overall health at this point and specifically asked Dr. Ford If 
Gus was dying. She replied, “No. If he was, | would tell you." On 11/02/2020, | took Gus 
back to Dr. Ford because he had continued to get worse to the point of not eating or 
drinking and he seemed very uncomfortable and restless. At this appointment, Dr. Ford 
rechecked Gus's laboratory tests, which showed continued abnormalities with kidney 
and liver parameters and electrolytes. She told me that Gus was "in kidney failure and 
should be euthanized within a few days." On the morning of 11/04/2020, | made the 
most painful decision of my life to euthanize Gus at my home. (Please refer to separate 
attachment for further details.) 


Rev 6.14.17 


September 26, 2021 
In re:-22-20 (Sara Ford) 


| have reviewed the complaint filed against me by Ms. Schmitt. The crux of her - 
complaint appears to be that we failed to address Gus’ primary medical issue, 
interpreted by the owner to be kidney failure, and instead concentrated on 
ancillary issues (the G! bleed and mediastinal mass), which caused Gus to 
decompensate and ultimately lead to his euthanasia. In fact, while Gus did have 
mild chronic kidney disease consistent with a dog of his age, kidney function was 
not a significant factor of his disease process until his final presentation, and at 
that time, the kidney disease was not insurmountable nor the primary underlying 
cause for Gus’ deterioration or my recommendation for humane euthanasia. 
Please find a summary of my dealings with this patient’s case below: 


Gus Schmidt was initially presented to the internal medicine service on May:13th 
of 2019. At that time, he was a 14 1/2-year-old male neutered Miniature 
Schnauzer. He was referred by his primary care veterinarian (PDVM) for further 
evaluation of chronic (3 year) history of elevated liver enzymes. At this visit, 
owner reported that Gus was currently clinically normal at home. Additionally, 
the owner reported that she was aware of the elevated liver enzymes (long term . 
duration), but she had presented Gus to her PDVM due to polyuria/polydipsia 
(PU/PD). The PU/PD resolved with an injection of Convenia. Prior to referral, the. 
PDVM diagnosed Gus with early chronic kidney disease (Creat=1.3, BUN=36, 
CREAT: BUN = 28). Owner reported PU/PD was resolved at the time of her 
appointment with our office. The only abnormalities reported by the owner were 
vomiting once monthly and coughing when owner picks up dog/puts pressure on 
the chest. 


The patient was under the care of Dr Church, Cardiologist, for Degenerative Valve 
disease stage B2. Blood chemistries performed at the visit confirmed elevated 
liver enzymes, a 1.3 (normal) creatinine, 22 (normal) BUN, USG 1.017 (PU/PD). and 
elevated liver enzymes with a normal Ammonia and Bile Acid level. He was 
suspected to be hypertriglyceridemic, however he was not fasted, so levels. were 
not performed. An abdominal ultrasound performed was consistent with chronic 
underlying GI disease with a secondary hepatopathy. His gallbladder had a 
moderate amount of sludge with concern for a secondary bacterial infection. He. 


had mild changes in his kidneys consistent with mild chronic disease and/or 
normal aging changes. We recommended that the owner start Ursodiol- as a bile 
thinning agent and a 30-day course of liver and GI! targeted antibiotics - 
enrofloxacin and metronidazole with a recheck in four weeks. Omeprazole was 
recommended to be substituted for Famotidine which is consistent with 2018 
ACVIM consensus statement regarding use of GI protectants 


consensus- Statement: -support-for-rational#).. SAMeLQ was started as a 
nutraceutical supplement to aid in liver function. The degree of renal change was 


considered to be unremarkable considering the clinical presentation and 
signalment of the patient. However, given the opportunity to follow this case, we 
would. certainly have continued to monitor his kidney function along with 
everything else. Gus did not return for a recheck as advised 4 weeks following 
this appointment to evaluate response to therapy, and owner elected to continue 
care at her referring veterinarian. We do not have records from the PDVM for the 
intervening period for.evaluation. 


Gus was presented 17 months later for a new problem on October 14, 2020. At 
the time, the hospital was under full COVID protocol and curbside service. Gus 
was referred by our cardiologist, Dr. Church, due.to increased kidney values 
following the addition of Enalapril to Gus’ medication regime. Dr Church 
evaluated him on October 1st of 2020 for an increasing cough over the last - 
month. Based on the cardiac changes which were present on the cardiac 
ultrasound enalapril was added to his treatment regime at 5 mg one tablet orally 
twice a day. In addition, his Vetmedin (Pimobendon) was increased to 5 mg in the 
morning and 2.5 mg in the evening. Patient was referred to Internal Medicine for 
evaluation after repeat lab performed by Dr Church 10/7/20 showed a Creatinine 
of 1.7 and BUN of 101 with a BUN:Creat ratio was 59.4. Enalapril was 
discontinued 10/07/2020. At some point between 05/2019 and 10/2020 the 
patient was started on Prednisone 1.25 mg SID — no reason for starting 
prednisone was present in record. Due to COVID-19 protocols, the owner was 
speaking to me from her vehicle, and | was on the phone in the hospital for all 
visits from 10/14-11/02. 


On October 14", 2020, the owner reported progressive weakness and decreased 
appetite of 10 days duration, two episodes of recent vomiting and dark tarry 
stools. He was noted to lose 11.8% of his body weight since his previous visit May 


13", 2019. This is a significant weight loss that suggests a chronic progressive 
underlying disease process is present. No recent radiographs were available for 
review. Cardiac ultrasound had been performed by Dr. Church on October 1st, 
2020. The owner noted that she was concerned about Gus being in “kidney 
failure” and seemed fixated on him being in kidney failure and noted that he was 
still not normal after stopping the enalapril on October 7", 2020. Gus was 
assessed to be moderately underweight with a body score of 3-4/9 with severe 
muscle mass loss. Owner specifically declined allowing a rectal exam to be 
performed so the presence of melena (digested blood) couldn’t be assessed, and 
a fecal occult blood could not be performed. Laboratory evaluation revealed a 
creatine of 1.2 well within the normal range. The BUN was moderately elevated 
at 68 with a BUN Creatinine ratio of 58. This was significantly improved over labs 
performed on October 7",2020 at Dr Church’s office. Considering the Creatinine 
had normalized, the elevated BUN was consistent with a GI bleed rather than 
kidney dysfunction, and that any kidney insult caused by the Enalapril was 
resolved. A common adverse effect of Enalapril is GI upset (Nausea, vomiting 
and diarrhea), especially in patients who have preexisting GI disease. A BUN 
Creatinine ratio of 20 or above is consistent with GI bleeding or another source of 
blood that has been absorbed into the Gl tract 
(https://www.ncbi.nim.nih.gov/pmc/articles/PMC7152172 

In addition, his liver enzymes had increased significantly from the May 18", 2019 
visit with his ALT increasing from 533 to 1280 and his ALKP increasing from 609 to 
1698. CBC showed mild anemia consistent with chronic disease. An iron injection 
was given to support erythropoiesis. A Texas GI panel showed a moderately 
elevated folate consistent with small intestinal dysbiosis. Repeat abdominal 
ultrasound showed a mottled liver with multiple ill-defined hypo and hyperechoic 
nodules and intestinal mucosa changes suspicious for inflammatory bowel 
disease. 


Since Gus had just had an Echocardiogram, and had normal lung sounds on 
physical exam, thoracic radiographs were not performed. Gus was sent home on 
Gl protective medications for his gastrointestinal bleeding including sucralfate 
and omeprazole, famotidine was stopped. Since the use of Prednisone can 
contribute to/cause GI bleeding and can also result in volume overload leading to 
congestive heart failure it was discontinued and Budesonide, which has less 
systemic side effects, was initiated to treat the presumptive inflammatory bowel 
disease. Dietary recommendations were made for a highly palatable, digestible 


diet in addition to increasing the dietary intake to 720 calories a day for his 
optimum body weight. A recheck was advised in two weeks. 


We communicated with the owner on October 19, 2020, and she reported that 
the medication changes that were initiated on 10/14/20 did not result in Gus 
feeling significantly better or eating better at home. To address this, Cerenia as an 
anti-nausea and mirtazapine as an appetite stimulant were prescribed. It was 
agreed to give the Budesonide some time to be effective. 


On October 21st, 2020, we communicated with the owner who reported that Gus 
continued not to eat well Prednisone therapy was reinitiated along with 
Metronidazole and the budesonide was discontinued. The owner did not start the 
metronidazole. We do not give owners email addresses to use to report concerns 
regarding their pet due to the fact that the email is only checked every 24-48 
hours depending on case load. 


Gus was rechecked on October 27th, 2020.. The owner reported that the 
prednisone seemed to be helping to increase the appetite (eating only chicken at . 
home), but that he had vomited that morning. Owner did not start the 
Metronidazole, or SAMeLQ and discontinued the Cefpodoxime. Owner also 
reports progressive lethargy. Owner also reported occasional coughing and 
increased respiratory rate 30-40 breaths per minute starting that morning. He 
also seemed somewhat off balance leaning to the right for 1 day. Gus did gain 
0.66 pounds ina 13-day period despite his reduced appetite. He did have a 
history of a vestibular event 9/16/18, which may have been contributing to his 
being off balance. She also noted she gave him a bath on 10/26/20- 24 hours prior 
to presentation. Physical exam revealed caudal to mid lung lobe pulmonary 
crackles worse on the right hemi-thorax compared to the left. Owner was 
reluctant to perform diagnostics, however we discussed the importance of 
diagnostics to include a minimum of CBC, chem panel and chest x-rays. Advised 
owner | was concerned there is a worsening problem — congestive heart failure, 
aspiration pneumonia, progressive kidney, liver and/or GI disease, anemia, 
cancer, or a blood clot, and owner eventually approved testing. 


Diagnostics revealed a large anterior mediastinal mass 9.9 x 9.8 x 6.8 cm with 
compression of the trachea accounting for the worsening cough, increased 
respiratory rate and inspiratory crackles. In addition, Gus’s anemia had 


progressed to a red blood cell count of 4.9 million with mild progression the 
magnitude of the creatine elevation with it increasing to 1.7 from 1.2 and the 
BUN increasing from 68 to 87 with a BUN creatine ratio of 51. Since the new 
finding of a mediastinal mass was the most likely cause for Gus’ decline at home 
since 10/1/2021 (and likely the cause of the increased cough that originally sent 
her to Dr Church), an ultrasound of the mass in the chest was recommended to 
further characterize the mass and determine if we could-treat the mass and 
improve Gus’s quality of life, the owner declined. As detailed in the owner’s 
discharge, we had a lengthy quality of life and end of life discussion, including the 
fact that prognosis was dependent on the nature of the mass — which we did not 
know, and a discussion of using quality of life score sheets at home. 


On November 2nd, 2020, Gus presented for a recheck examination he had been 
noted to have progressive lethargy over the last week with salivating and licking 
his lips for the previous two nights and not eating voluntarily in four days, as well 
as decreased water intake and urine output. He lost 1.06 pounds in six days and 
was noted on physical exam to be 5% dehydrated. Laboratory evaluation revealed 
progressive elevation in his kidney (CREAT 3.3, BUN 172) and liver values as well 
as progressive anemia. The presence of the large chest mass was discussed as | _ 
was concerned that this was pressing on the vagus nerve and causing nausea in 
addition to putting pressure.on and causing a partial obstruction of the trachea 
and esophagus resulting in continued coughing, difficulty breathing, anorexia and 
adypsia. In speaking with the owner, we suspected that he was experiencing 
acute kidney injury (AKI) due to dehydration caused by lack of water and food 
intake caused by the large obstructive anterior mediastinal mass. Hospitalization 
was offered but not recommended to the owner. The owner had already 
expressed that she did not want to go forward with any treatment related to the 
chest mass and, while we could address the acute kidney injury and GI blood loss 
in the hospital and stabilize Gus in the short term, without addressing the primary 
underlying issue — the mediastinal mass — we could not give the owner any 
assurances that we would achieve improvement in the hospital, or if we were 
able to improve Gus’ clinical signs, that that improvement would be durable at 
home. 

The owner was fixated on the kidney failure throughout these discussions, almost 
refusing to acknowledge the presence and significance of the mass in the chest to 
Gus’ prognosis. The owner elected to take Gus home without hospitalization. We 
made medication adjustments consistent with hospice care. Later that evening, 


she contacted the office requesting additional antinausea medications to see if it 
would help encourage him to eat, and Ondansetron was prescribed. We received 
notification on 11/6/2020 that Gus was humanely euthanized at home. 


This was a heartbreaking case, and we genuinely are sorry that Ms Schmitt 
continues to feel that we caused Gus’ condition to worsen. | have devoted my life 
to treating complicated medical cases and | assure the board that it is never my 
intention to increase the suffering of either my patient or my client. 


Ms Schmitt’s assertation that kidney failure was the cause of Gus’ decline is 
simply incorrect. Despite multiple verbal and written communications with her 
on the subject | have never felt like she has accepted the severity of the finding of 
the mediastinal mass, and its relation to Gus’ quality of life at home. Gus did > 
decompensate more quickly than expected, however since we did not have the 
opportunity to image or gain samples of the mass and determine its nature, any 
statements regarding why he progressed as quickly as he did are merely 
conjecture. The progressive elevation of the kidney values on 11/2 were most 
likely secondary to dehydration due to the dog’s anorexia and adypsia. At 3.3, the 
Creatinine was at a level where we routinely are able reverse the elevation with 
hospitalization. At 3.3, the Creatinine is still less concerning than the 170 BUN 
(BUN: CREAT = 51.5) and the 9.9 x 9.8 x 6:8 cm mass in the dog’s thoracic cavity. 
Add to this a chronic progressive anemia (RBC=4.96) which continued to make GI 
blood loss the more likely cause of the BUN elevation than kidney failure. Despite 
the fact:that we may have been able to stabilize Gus if he were hospitalized, the 
fact that the owner had expressed on 10/27/20 that she would not pursue 
treatment of mediastinal mass which was the significant disease process at the 
time, and the dog’s poor response the dog’s poor quality of life at home informed 
my recommendation that the owner consider humane euthanasia on 11/02/2020. 


| continue to offer my condolences to Ms Schmitt. The finding of the mass was 
unexpected, catastrophic and resulted in her having to make very difficult 
decisions more quickly than expected. | continue to keep her and Gus in my 
thoughts and am so sorry for her loss. 


VICTORIA WHITMORE 
- EXECUTIVE DIRECTOR - 


DOUGLAS A. DUCEY 
- GOVERNOR - 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
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INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: AM Investigative Committee: Robert Kritsberg, DVM - Chair 
Christina Tran, DVM 
Carolyn Ratajack 
Jarrod Butler, DVM 
Steven Seiler 


STAFF PRESENT: Tracy A. Riendeau, CVT — Investigations 
Marc Hanis, Assistant Attorney General 

RE: Case: 22-20 

Complainant(s): Melanie Schmitt 

Respondent(s): Sara L. Ford, DVM (License: 8023) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 9/7/21 Laws as Amended August 2018 
Committee Discussion: 2/1/22 (Lime Green); Rules as Revised September 
Board IIR: 3/16/22 2013 (Yellow). 


On October 14, 2020, "Gus," a 16-year-old male Miniature Schnauzer was presented to 
Respondent on referral to evaluate the dog's increased kidney values following the addition of 
Enalapril by the cardiologist. Complainant reported the dog was anorexic, weak, was vomiting, 
and passing dark :stool. Blood work revealed that any kidney insult from the Enalapril had 
resolved, although GI bleed was suspected based on the values. The dog was discharged with 
Gl protectants. 

Complainant reported the dog was not improving therefore cerenia and mirtazapine were 
started, then prednisone was restarted due to the dog.continuing to not eat, along with 
metronidazole. 

On October 27, 2020, the dog was presented to Respondent for a recheck. Complainant 
reported the dog was coughing, lethargic, and off balance. Thoracic radiographs were 
performed and revealed a large anterior mediastinal mass; blood work revealed an increase in 
kidney values. Respondent recommended diagnostics to determine if the mass was treatable, 
which Complainant declined. 

On November. 2, 2020, the dog was presented to Respondent for progressive lethargy, 
anorexia and decreased water intake. The dog was dehydrated and blood work revealed 


22-20, SARA L. FORD, DVM 


elevated renal and liver values, as well as progressive anemia. Respondent recommended 
humane euthanasia. 
Complainant took the dog home and humanely euthanized him on November 4, 2020. 


Complainant was noticed and appeared. 
Respondent was noticed and appeared telephonically. Attorney David Stoll appeared. 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Complainant(s) narrative: Melanie Schmitt 
e Respondent(s) narrative/medical record: Sara L. Ford, DVM 
e Consulting veterinarian(s) narrative/medical record: Whit Church, DVM - Cardiologist 


PROPOSED ‘FINDINGS of FACT’: 


1. The dog was under the care of Whit Church, DVM, Cardiologist, for Degenerative Valve 
disease stage B2. After an echocardiograph on October 1, 2020 which revealed progressive 
mitral valve regurgitation, resulting in a dramatic increase in left atrial and left ventricular size, 
creating a significantly increased risk for congestive heart failure, Enalapril was prescribed. Dr. 
Church cautioned that this drug could impact the dog's renal values, although rare. He 
recommended a renal blood panel in 5 -7 days. 


2. On or around October 7, 2020, Complainant reported to Dr. Church that the dog was 
lethargic, weak, and had vomited once. Dr. Church recommended the Enalapril be 
discontinued immediately and recommended having a kidney blood panel performed as soon 
as possible. Dr. Church stated that the blood panel results were conceming but did not indicate 
severe kidney failure. He advised Complainant that they would need fo solely rely on 
pimobendan to delay heart failure at that time. 


3. On October 14, 2020, the dog was referred to Respondent by Dr. Church for evaluation of 
increased kidney values following the addition of Enalapril to the dog's medication regime. 
Respondent had seen the dog in 2019 due to elevated liver values; the dog had mild kidney 
changes at that time which were consistent with mild chronic disease and/or normal aging 
changes. Respondent noted that the dog was started on prednisone; the dog had been with 
IMHT in the past and had been on prednisone 1.25mg. 


4. At this appointment, Complainant reported the dog had progressive weakness and . 
decreased appetite of 10 days duration. The dog was not coughing. The dog had also vomited 
and passed dark stools. Complainant was concerned the dog was in kidney failure and that he 
was still not normal after stopping the Enalapril. Respondent noted the dog was underweight 
with severe muscle mass loss — Respondent attributed the significant weight loss to a chronic 
progressive underlying disease process being present. Upon exam, the dog had a weight = 19.5 
pounds, a temperature = 99.5 degrees, a heart rate = 140bpm and a respiration rate = 30rom:; 
3/6 holosystolic murmur was present. 


5. Blood work was performed and revealed a normal creatinine (1.2), moderately elevated BUN 
(68), and a BUN/creatinine ratio of 58. Respondent explained that the elevated BUN was 
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consistent with GI bleed rather than kidney dysfunction, and the kidney insult that may have 
been caused by the Enalapril had been resolved. Additionally, a BUN/creatinine ratio of 20 or 
above is consistent with Gl bleeding or another source of blood that has been absorbed into 
the Gl tract. Liver enzymes were also increased from previously, CBC showed mild anemia 
consistent with chronic disease. A Texas GI panel showed moderately elevated folate consistent 
with small intestinal dysbiosis. Repeat abdominal ultrasound showed a mottled liver with 
multiple ill-defined hypo and hyperechoic nodules and intestinal mucosa changes suspicious for 
inflammatory bowel disease. 


6. Radiographs were not performed since the dog just had an echocardiogram and lung 
sounds were normal on exam. The dog was administered an iron injection to support 
erythropoiesis and discharged with GI protective medications including sucralfate and 
omeprazole — the famotadine was stopped. The prednisone was also discontinued due to the 
possible contribution to GI bleed and that it can also result in volume overload leading to CHF - 
budesonide was started to help treat the possible inflammatory bowel disease. Diet 
recommendations were also made to increase intake and increase calories per day. 
Respondent recommended a recheck in two weeks. 


7.On October 19, 2020, Complainant reported that the dog was not improving and his appetite 
was not improved. Cerenia and mirtazapine were prescribed by Respondent's associate, Dr. 
Harris. Complainant was provided with an updated medication list. 


8. On October 21, 2020, Complainant advised that the dog was still not eating well and had 
diarrhea, therefore prednisone therapy was reinitiated along with metronidazole. The 
budesonide was discontinued. The dog's new medication list was provided: 


| MEDICATION. | stnencta | | use DOSE | ROUTE | FREQUENCY a 
Ea ____ 45-60 MINUTES PRIOR TO FEEDING OR 2 HOURS AFTER aa | 
240 mi Avno 
Pharmacy 
Sucratfate 250 mg/m! lepitiahaasaie 4m oralty every 12 hours | 480 
270-6700 
a a SS eae ee! a 
[ 75 MINUTES PRIOR TOFEEDING ae 
Omeprazole | 20mg antacid 12tablet | oratly | VY 12 hours, | over the 
Cerenia 60mg anti-nausea 1/4 tablet = orally Fr laa owner has 
Mirtazapine 7.5mg appetite stimulant Watablet | oraly | SYEY 24 MOUS | Owner has 
SS i } ; u } 
Pimobendan 5mg heart medication AM 12 orally every 12 hours | owner has 
PM 
7 | } ss 1 ious? 
eating 
consistently 
Prednisone | 5mg "steroid WAtablet | orally | 1°23 days. | | owner has 
| to every 24 
hours in AM. 
480 
Budesonide | 1.3 mg 1 capsule orally | STOP ribs 
ee I ba check — Pharmacy 
E ae WITH FOOD OR AFTER FEEDING adie? Bre Sa 
| owner has, 
Metronidazole | 250mg antibiotic 14 tablet | orally | S¥OrY 12 NOUTS | written Rx 
ne | 100mg ____| Ttablets | orally | every 24 hours | owner has 
Turmeric _| 300mg ___| Dietary Supplement | 1 capsule | orally | every 24 hours | camer has 
Cosequin Plus 
MSM | mg250 mg _| Yoint Suppor ee | ae 
165mg 
Omega -3 EPA/105 mg | Dietary supplement 1 capsule | orally every 24 hours | owner has 
= | DHA { i i | } =... 
| Senior Vitamin |__| Supplement eer arrose [oe 
Vetn Science 
Vetri Cardio Supplement 1 chew orally every 24 hours | owner has 
| Tramado! [50mg ~ | pain medication 1/2 tablet [orally [every 12 hours | [owner has _| 
Ez 2 ours Aen ore unions 0 000 ar Bea | 
SAMeLO 225mg __| Liver function support 1 tablet | every 24 hours ——_ _« 
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9. On October 27, 2020, the dog was presented to Respondent for a recheck. Complainant 
relayed that the prednisone was helping with the dog's appetite, although he had vomited 
that morning. The dog continued to be lethargic, began to occasionally cough, and had an 
increased respiratory rate; the dog was also off balance. Complainant had not started the 
metronidazole or SAMeLQ, and discontinued the cefpodoxime. 


10. Upon exam; the dog had a weight = 20.24 pounds, a temperature = 99 degrees, a heart rate 
= 130bpm, and a respiration rate = 30rpm. Respondent noted caudal to mid lung lobe 
pulmonary crackles: that were worse on the right hemi-thorax compared to the left. She 
recommended diagnostics including repeat lab.work and thoracic radiographs. Complainant 
was reluctant; Respondent advised that she was concerned there was a worsening problem — 
Complainant approved. 


11. Diagnostics revealed a large anterior mediastinal mass with compression of the trachea 
which attributed to the worsening cough, increased respiratory rate and inspiratory crackles. The 
anemia and kidney values had worsened. Respondent felt the mediastinal mass was the most 
likely cause of the increased cough that originally sent Complainant to Dr. Church. However, 
Complainant reported that the dog had not been coughing when she visited Dr. Church: She 
recommended an ultrasound of the mass to further characterize the mass and determine if the 
mass was treatable to improve the dog's quality of life - Complainant declined. Respondent 
had a lengthy quality of life and end of life discussion, including that the prognosis was 
dependent on the nature of the mass. 


12. Complainant stated that she did not feel it would be ethical to put the dog through such an 
invasive procedure given his current ongoing and uncontrolled health issues, other co- 
morbidities, and his senior age. She further stated that she asked Respondent if the dog was 
dying; Respondent responded no. 


13. On November 2, 2020, the dog was presented to Respondent for.a recheck. The dog 

continued to decline; he was not eating or drinking, and was uncomfortable and restless. 

Complainant was force feeding the dog baby food and the dog was having diarrhea. 

Respondent examined the dog;. the dog had a weight = 19.4 pounds, temperature = 99.6 

degrees, a heart rate = 140bpm, and a respiration rate = 30rom — the dog was also 5% . 
dehydrated. 


14. Repeat blood work revealed elevated renal values, elevated liver values, as well as 
progressive anemia: Respondent discussed the presence of the large chest mass and was 
concerned that it was pressing on the vagus nerve, causing nausea in addition to putting 
pressure on, and causing a partial obstruction of, the trachea and esophagus resulting in 
continued coughing, difficulty breathing, anorexia and adypsia. She advised Complainant that 
she suspected the dog was experiencing acute kidney injury due to dehydration caused by a 
lack of water and food intake caused by the large obstructive mediastinal mass. 


15. Respondent stated that hospitalization was offered but not recommended. Complainant 
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did not want to move forward with treatment related to the chest mass and while they could 
address the acute kidney injury and GI blood loss, stabilization would be short term without 
addressing the underlying issue. Respondent recommended Complainant consider humane 
euthanasia. 


16. According to Respondent, Complainant was focused on the kidney failure, almost refusing 
to acknowledge the presence and significance of the mass in the chest. Complainant elected 
to take the dog home and adjustments were made to his medications consistent with hospice 
care. 


17. On November 4, 2020, the dog was humanely euthanized at home. 


18. Complainant expressed ‘concerns that Respondent never mentioned kidney disease or 
failure until 11/2/20. She believed the cause of the dog's symptoms was due to medication 
induced kidney damage and Respondent did not offer or provide supportive care for the dog's 
kidney issues. 


COMMITTEE DISCUSSION: 


The Committee discussed the dog was geriatric with co-morbidities, was on multiple 
medications and was being treated by multiple specialists. These cases can be complicated to 
manage as the pet's condition can change quickly, and it can be hard to pinpoint a specific 
reason the animal's decline. Additionally, it can be challenging to treat and stabilize a patient 
that has a lot going on. 


Some Committee members expressed concerns with Respondent's treatment of the dog. While 
there was a suspected GI bleed, there were no diagnostics to confirm other than the dog's BUN. 
A stool sample was not tested — Respondent stated that she requested a stool. sample — 
Complainant denies this request occurred. The telemed report stated there were changes to 
the kidneys and the urinalysis supports changes to the kidneys, yet there was not any 
consideration on Respondent's part that there could be kidney issues until the BUN and 
Creatinine. became extremely elevated. Of course, the dog had a tumor which can cause 
anemia, as can chronic renal disease; while some members did not think Respondent's 
diagnosis was completely wrong, she was amiss for not at least considering other types of 
treatment for the possibility of renal disease. 


There could have been some limitations placed on Respondent due to Complainant declining 
certain diagnostics which could:have affected the outcome of the case. However, at the time 
Complainant declined testing and hospitalization, the. dog.was ‘having severe kidney issues. 


There:were conflicting statements regarding the request for a stool sample. If:a request was 
made, there was no record of a follow-up. 


The Committee discussed acute.on chronic kidney disease. The-dog had chronic changes but. 
the acute :changes did not occur until later which would be: related to non-further 
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degeneration of the kidneys rather the other co-morbidities piling on, including the mass in the 
chest. Respondent explained why she did not do the dietary changes for the underlying IBD; 
there: was also a problem with not.being able to discontinue some of the medications that 
would have helped slow the progression of the dog's kidney disease. Respondent offered fluids 
when it became necessary, however SQ fluids are not often successful. Complainant.was 
compliant — however, changes do not always indicate pathology, especially in older dogs, 
changes could be related to aging not pathologic. 


Respondent could have done a better job with communicating to Complainant with how the 
dog's issues were intermingling with each other and explaining why some treatments could not 
be introduced. Respondent could not initiate ace inhibitors again due to the dog's negative 
response,: dietary changes could not be made, fluids could not be instituted and. when they 
became worthwhile, Respondent offered them — which were declined at that time. 


Even if the kidney disease was made a priority, not much more could have been done. IV fluids 
at a slow rate could have been done but the dog's heart issue complicated the matter. 


COMMITTEE'S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that no violations of the Veterinary Practice Act occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 
Motion: It was moved and seconded the Board: 
Dismiss this issue with no violation. 
Vote: The motion was approved with a vote of 4 to 1, with Dr. Kritsoerg opposed. 
The information contained in this report was obtained from the case file, which includes the 


complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


a2 


Tracy A. Riendeau, CVT 
Investigative Division 
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